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Abstract
Objectives: To assess the knowledge, skills, comfort and attitudes pertaining to cultural
competency of first and fourth year medical students at Wright State University’s Boonshoft
School of Medicine in Dayton, Ohio.
Study Design: The Cross Cultural Competency Questionnaire (CCCQ) was distributed to first
and fourth year medical students. The CCCQ provided demographic information, as well as the
students’ perceptions of their cross cultural knowledge, skills, comfort and attitudes. IBM’s
Statistical Package for the Social Sciences (SPSS) was used to analyze the data, in an attempt to
identify potential predictive factors for higher levels of cultural competency among entry level
students, as well as those completing their medical studies.
Results: No significant differences were detected between the two groups when compared by
race, age, student year, country of birth or gender. However, significant differences were seen
when comparing students who were bilingual, had Pre-Medical, or other previous experience,
working or volunteering at a facility that provided care to multicultural or vulnerable
populations.
Conclusions: While other studies have suggested that racial background, gender and age are
possible predictive factors for greater cultural competency among healthcare professionals, this
study concluded that experiences related to serving multicultural populations added to students
comfort and their perceptions of their own cultural competency. Students with personal
experiences working with and caring for individuals from multicultural or vulnerable populations
showed higher scores on the CCCQ. We suggest these types of experiences and exposures are
predictive of greater cultural competency.
Keywords: Cultural competency, cross cultural care, medical education
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Assessing Multicultural Knowledge, Attitudes, Skills and Comfort:
Medical Education for a Changing World
With the implementation of the new health care delivery system, many changes are being
made to the way that health care is sought and received. This new system is geared toward not
only making health care more accessible and more affordable, but it is also intended to improve
the quality of health care, and its delivery, to all. However, health disparities have been widely
documented, through extensive research, over the past few decades. These disparities are most
often experienced by multicultural and vulnerable populations living in the United States. The
Affordable Care Act (ACA) is focused on making the new system more accessible, as well as
providing quality health care to the entire population, in an effort to reduce and eliminate these
health disparities.
By the year 2050, it is projected that the United States will have no clear racial or ethnic
majority. In addition, 19% of Americans will be classified as foreign born. It is estimated that
as many as one in five Americans will identify themselves as being from two or more racial or
ethnic backgrounds (Cardenas, Ajinkya, & Leger, 2011). With rapidly changing demographics,
it is imperative that physicians, and other health care professionals, possess the necessary skills
to effectively and appropriately communicate with, and deliver optimum care to, our everchanging patient populations.
Cultural competency has become the dominant teaching method used to combat these
health disparities and better prepare health care providers to communicate with, and care for, this
country’s diverse population. Over the past 15 years, great strides have been made addressing
cultural competency and cultural awareness in US medical practices. In 2000, the Liaison
Committee for Medical Education (LCME) incorporated cultural competency training into their
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accreditation requirements. Under these guidelines, both faculty members and medical students
are expected to “demonstrate an understanding of the manner in which people of diverse cultures
and belief systems perceive health and illness and respond to various symptoms, diseases and
treatments” (Liaison Committee for Medical Education [LCME], 2003, p. 40). In addition, the
Association of American Medical Colleges (AAMC) and the Accreditation Council for Graduate
Medical Education (ACGME) have also established cultural competency guidelines for medical
education. Upon completion of medical school, students must demonstrate an understanding of
diverse culture and belief systems that affect and influence health equity outcomes
(Accreditation Council for Graduate Medical Education [ACGME]: ED-21 and ED-22).
As an increasing number of legislative bodies, like LCME, ACGME, AAMC and the
IOM, support, and have begun to require, cultural competency training, medical schools are
incorporating new multicultural and cultural competency material into their curriculum.
However, without a standardized cultural competency curriculum, this new material has been
integrated into the existing medical school curricula in a variety of methods (Beach et al., 2005).
Differences in teaching of cultural competence, combined with a lack of validated and rigorous
evaluation methods (Price et al., 2005), could impact the desired goal of cultural competency
education. Although many systems and tests have been developed to evaluate cultural
competence curriculum, few studies have been performed to assess the student’s perspective of
their newly gained knowledge, skills, comfort and attitudes pertaining to cultural competency
training.
Statement of Purpose
This study has been developed in order to acquire a self-assessment of student
perceptions of the cultural competency training, both direct and indirect, that they have received
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during their medical education at Wright State University Boonshoft School of Medicine. In
addition to providing an assessment of student perspectives, the study will also be used to
capture a “baseline” level of cultural competency that students possess when entering medical
school. As medical school admission becomes more and more competitive, and applicants are
participating in more extensive clinical experiences prior to entering medical school, it is
expected that they may have been exposed to multicultural or vulnerable patient populations
prior to entering medical school. Lastly, this study will also compare cultural competency levels
between first and fourth year medical students. This comparison should show significant
improvement in cultural competency related knowledge, skills and attitudes for more advanced
(fourth year) students, specifically those that have been exposed to diverse patient populations
through clinical rotations and service learning experiences, like those completed at Reach Out,
the clinic for the medically uninsured.
Literature Review
The move toward cultural competency, specifically in medical education, has been
centered on three major drivers: need, regulation and projected outcomes. As the population in
the United States continues to diversify there is a growing need for physicians that can
appropriately care for growing minority populations. In addition, as minority populations
continue to grow, so do health disparities. Health disparities in vulnerable and multicultural
populations have been a long standing concern in the fields of medicine and public health. In
response to these disparities, and further diversification, regulating bodies, like the Liaison
Committee on Medical Education (LCME) and the Accreditation Council for Graduate Medical
Education (ACGME), have called for the inclusion of cultural competency training in
undergraduate and graduate medical education. Finally, it is believed that more culturally
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competent health care providers will play an important role in decreasing health disparities and
achieving better health outcomes for minority populations. Improved physician-patient
relationships, brought about by more efficient and appropriate health communication, are also
believed to play a crucial role in improving patient satisfaction, adherence to treatment and
overall health outcomes. These three divers have played a pivotal role in the emergence of
cultural competency training in medicine and its inclusion in both undergraduate and graduate
medical education.
A Greater Need for Cultural Competency in Healthcare
The demographic shift and minority health disparities.
By the year 2050, it is expected that the United States population will no longer have a
white majority (Cardenas et al., 2011). For the first time, minority populations will account for
greater than 50 percent of the census. Between 2000 and 2010, the fastest growing portions of
the US population are those that self-identify themselves as being non-white or "something
other" than white alone (US Census Bureau, 2013). Hispanics and Latinos are expected to
represent 30% of the total population, the black population will account for 13% and the Asian
portion will be nine percent of the country's population. In addition, 20% of the population will
be comprised of foreign born citizens (Cardenas et al., 2011). As the American population
continues to diversify, the need to eliminate, or at the very least reduce, disparities has never
been of greater importance. Health disparities have been a long standing problem in the
American health care system. Disparities in health care, specifically those affecting minority
populations, have been well documented in recent history (Nelson, 2002).
As early as the 1980s, researchers began to recognize the immense differences in health
status and health outcomes in minority populations. In 1985 the Task Force on Black and
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Minority Health released a report titled, “A Summary and a Presentation of Health Data with
Regard to Blacks.” In this report, the task force highlighted the number of “excess deaths” in
minority populations as compared to the number of deaths in the white, majority population.
After analyzing data from 1979 through 1981, the task force recognized six causes of death that
attributed to more than 80 percent of the excess mortality observed in the black population,
compared to that of the white population (Nickens, 1986). While health problems and their
related disparities differ from one minority population to the next, common trends exist
throughout indicating greater health disparities for minority populations in the United States
compared to their white counterparts.
Studies, like the ones mentioned previously, consistently report minority populations
experiencing health disparities at rates much higher than white Americans. For instance,
minority populations, like African Americans, Native Americans, Asian Americans and various
other groups, have higher infant mortality rates, maternal mortality rates, cervical cancer risks,
diabetes rates and end-stage renal disease compared to the white population (Kagawa-Singer &
Kassim-Lakha, 2003). In a Healthy People 2010 objectives assessment, it was noted that, "Over
the past decade, health disparities have not changed for approximately 80% of health objectives,
and have increased for an additional 13%" (Jarris, Bartleman, Hall & Lopez, 2012, p. 404).
While many health disparities can be explained by other factors, like lack of insurance coverage,
access to care and financial barriers, many disparities facing multicultural and vulnerable
populations remain (Nelson, 2002). While these disparities cannot be fully attributed to a
specific cause, it is believed that a lack of cultural representation in the field of medicine, as well
as low levels of cultural competency among providers are major contributors to these disparities
(Kagawa-Singer & Kassim-Lakha, 2003).
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Today, health disparities continue to be at the forefront of debates within the fields of
public health and clinical medicine. Countless task forces, committees and commissions have
attempted to address these disparities, and now legislation and regulations are being
implemented in an attempt to rectify these ever-present disparities in minority and vulnerable
populations. As the need to eliminate disparities in health care has garnered more and more
attention, many disciplines and organizations have looked for ways to contribute to the solution.
Culture and its effect on health.
Culture is intrinsically linked to a person’s health. An individual’s cultural background
builds into that person’s knowledge, beliefs and lifestyle. Therefore a person’s culture defines
their health, and the ways they attempt to attain and maintain their health (Foster & Anderson,
1978; Angel & Thoits, 1987). Moreover, culture influences an individual’s understanding of
health and illness, the ways in which they express pain and discomfort, as well as how they seek
treatment (Brusin, 2012). Cross-cultural communication is of the upmost importance when
treating patients of various cultural backgrounds. The ability to communicate and elicit the
knowledge and beliefs of the patient is believed to be key to achieving a positive health outcome.
When considering culture, it is important to remember that an individual's culture is
comprised of a myriad of different components. All too often, the term culture is used
interchangeably with race and ethnicity (Thackrah & Thompson, 2013). In reality, culture is
influenced not only by a person's race and ethnicity, but also their socioeconomic status, gender,
sexual orientation, gender, age and more (Schiff & Reith, 2012; Carrillo, Green, & Betancourt,
1999). All of these components, viewed in the context of culture, can have a tremendous impact
on the individual's health related values, beliefs and behaviors (Betancourt, Green, Carrillo, &
Park, 2005). Their cultural beliefs, values and behaviors affect the ways in which patients seek
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and receive care, the way they interact with health care providers, how they perceive and
describe illness and disease and the ways in which they adhere to prescribed treatment regiments.
Culture is a complex framework that cannot simply be described by a list of
characteristics. Therefore, there is often a lack of clarity when discussing culture and its
relationship with health (Thackrah & Thompson, 2013). While many individuals from a
particular culture share common beliefs and values, culture is by no means "one size fits all."
Each individual person is a unique piece of the cultural mosaic. Cultural groups are not a
homogeneous body, instead they are heterogeneous groups composed of distinct individuals
(Thackrah & Thompson, 2013; Carrillo et al., 1999). Too often, we attempt to classify
individuals from various cultures into "cookie-cutter" groupings, further enforcing the
stereotypes we seek to avoid (Powell Sears, 2012; Gozu et al., 2007; Schiff & Reith, 2012;
Betancourt, 2006).
One approach to eliminating health disparities is through providing culturally
appropriate, quality health care to all. In order to provide this level of care, health care providers
must possess a set of skills, attitudes and knowledge that allow them to communicate and treat
individuals of all backgrounds in the most appropriate way. This set of skills, attitudes and
knowledge, also called cultural competence, has taken center stage as one of the most promising
interventions for dealing with the health care disparities problem.
Changing Regulations and Requirements for Cultural Competency in Healthcare
What is cultural competency?
Cultural competency is not a new idea. In fact, notions of equity and cultural sensitivity
date back to the Civil Rights Movement. However, cultural competency and its relationship to
health status has emerged more recently. Beginning in the mid-1980s, the Task Force on Black
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and Minority Health released a report titled, “A Summary and a Presentation of Health Data with
Regard to Blacks.” This report outlined various health disparities seen in the African American
population (Nickens, 1986). At the close of the decade, Cross (1989), published “Towards a
Culturally Competent System of Care: A Monograph on Effective Services for Minority
Children.” Within this document, the authors penned what has become one of the most widely
accepted definitions of cultural competence:
"Cultural and linguistic competence is a set of congruent behaviors, knowledge, attitudes,
and policies that come together in a system, organization, or among professionals that
enables effective work in cross-cultural situations. ‘Culture’ refers to integrated patterns
of human behavior that include the language, thoughts, actions, customs, beliefs, and
institutions of racial, ethnic, social, or religious groups. ‘Competence’ implies having the
capacity to function effectively as an individual or an organization within the context of
the cultural beliefs, practices, and needs presented by patients and their communities."
(Cross, 1989, p. 3)
New regulations for undergraduate and graduate medical education.
In 2002, the LCME solidified the need for cultural competency training in medical
education by introducing its first standards for cultural competence. In this new standard, an
emphasis was placed on the importance of understanding “the manner in which people of diverse
cultures and belief systems perceive health and illness and respond to various symptoms,
diseases and treatments.” In addition, “medical students should learn to recognize and
appropriately address gender and cultural biases in health care delivery, while considering first
the health of the patient” (LCME, 2003, p. 15). The Association of American Medical Colleges
(AAMC) and the ACGME have also developed cultural competency guidelines for medical
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curriculum. Upon completion of medical school, students must demonstrate an understanding of
diverse culture and belief systems that affect and influence health equity outcomes (ACGME:
ED-21 and ED-22). The purpose of these guidelines is to train students in a way that prepares
them to interact with and treat culturally diverse patients, hopefully leading to better outcomes
and fewer health disparities for minority and vulnerable populations.
State legislature requires cultural competency training to maintain licensure.
More recently, individual states have begun to enact new legislation that supports the
need for cultural competency training for health care professionals. In 2005, the state of New
Jersey began requiring physicians to pursue six credit hours in “culturally competent patient
care” to fulfill their Continuing Medical Education (CME) requirements (State of New Jersey,
2004). Since then, California has also introduced similar legislation, while Maryland “strongly
recommends” similar cultural competency training for their physicians. In addition, discussions
of implementing analogous laws have begun in nine other states, including Ohio. Senate Bill 60
has been introduced to the Ohio General Assembly. This bill calls for instruction in cultural
competency in order to be able to practice medicine, continuing education in cultural
competency for licensure renewal, and mandates that the State Medical Board include specific
criteria for cultural competency education (Musielewicz, 2011).
Cultural Competency and Improving Health Outcomes
However, while cultural competence training has amassed support from various
legislative bodies, it remains a broadly defined term. Implementing cultural competency training
into medical education programs has been done in a variety of ways, with little consistency or
standardization. Today, some form of cultural competency or diversity education can be found
in nearly every medical school (Koehn & Swick, 2006). While, practically, every school realizes
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the need to prepare culturally competent physicians, the methods in which they seek to do this
vary greatly. Cultural competence training has been found beneficial in regards to improving
provider knowledge, attitudes and skills (Beach et al., 2005). Beach and colleagues' (2005)
review demonstrates that there is considerable evidence supporting the beneficial effects of
cultural competency training.
Improved health outcomes with more culturally knowledgeable physicians.
One of the core components of cultural competence training is knowledge. Knowledge,
in regards to cultural competency training, includes having an understanding of sociocultural
characteristics, health disparities and health risks experienced by particular racial and ethnic
groups, the influence of racism and a broad knowledge of alternative healing traditions and
methods. Knowledge is the foundation of cultural competence education. Health professionals
must be equipped with the knowledge and tools necessary to communicate and care for patients
from culturally diverse backgrounds. Medical schools need to integrate information about the
roles of gender, race, culture, religion and other socioeconomic factors into their training and
curriculum (Dogra & Karnik, 2003). Knowledge and awareness of the impact that culture and
background have on the effectiveness of medical treatment are essential components in providing
more appropriate care and reducing current health disparities. Patient care and satisfaction are
greatly affected by the patient's cultural beliefs and experiences. In addition physicians lacking
cultural and cross-cultural knowledge can also have a dramatic impact on the level of care the
patient receives through intentional and unintentional forms of racism (Lee & Coulehan, 2006;
Tervalon & Murray-Garcia, 1998). Beach et al. (2005) conducted a review of cultural
competency training interventions. Of the 19 interventions that evaluated and assessed provider
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knowledge, 17 showed improved knowledge post intervention. Studies like these demonstrate
that cultural competence training can improve provider knowledge in a significant manner.
Improving patient-physicians relationship with awareness and attitudes.
The second pillar of cultural competency training is attitudes. Attitudes reflect the
provider's ideas concerning cultural competence. This can include how they view working with
others of various backgrounds, the importance they assign to disparities and cultural differences
in various aspects of medicine and medical care and self-awareness of their own cultural
background, biases and prejudices. Previous studies (Lee & Coulehan, 2006; Cooper-Patrick et
al., 1999) have found that women have more open and positive attitudes pertaining to race and
gender. In addition, Lee & Coulehan (2006) found that individuals that identified themselves as
members of a minority groups or as being part of the Democratic party were also more
supportive and more open to ideas of gender and racial/ethnic equality. Beach et al. (2005)
identified 25 cultural competence training interventions that addressed provider attitudes.
Twenty-one of the 25 interventions demonstrated a beneficial effect on provider attitudes. Of the
remaining four studies, three showed a partial effect, while only one had no significant effect on
provider attitudes. These studies show that effective cultural competency training can also have
a positive effect on provider's attitudes and their overall cultural awareness. With an
improvement in attitudes and awareness, physicians can foster stronger relationships with their
patients, further leading to better health outcomes.
Health communication skills and their impact on improving health outcomes.
The last major piece of cultural competency training is improving provider skills.
Provider skills are built on the foundation of more knowledgeable and aware physicians. Many
of these skills relate to effective communication. Culturally competent skills include having the
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ability to elicit various health beliefs, talk to patients about their understanding of disease and
treatment plans and comfort working with and caring for diverse and vulnerable patients.
Competent communication has been shown to lead to higher patient satisfaction, adherence and
clinical outcomes (Cegala & Lenzmeier Broz, 2002). In Beach et al. (2005) review of cultural
competency interventions, 14 interventions assessed the effect of cultural competency training on
provider skills. All 14 studies were found to have a positive impact on provider skills. Prior
research has shown that cultural competency training can be beneficial in improving and learning
new skills, improving provider attitudes and awareness and add to providers' knowledge of
culture and its impact on a person's health.
While cultural competency training has been shown to improve providers’ knowledge,
attitudes and skills, it has yet to be shown how increased cultural competency directly reduces
health disparities. One major issue is determining how to measure cultural competence and
apply it to health disparities. Competency training has been implemented in medical schools
across the country. However, the cultural competency curricula, and teaching methodologies,
vary widely. In some institutions it is only taught during the pre-clinical years, while at other
institutions it is spread across all four years. Many schools use traditional lecture methods to
teach the information, while others have moved to more practice based approaches. These
practice based approaches also take a variety of forms, ranging from online simulation modules
to service learning experiences.
Current State of Cultural Competency Curriculum
In the early 2000’s some form of cultural competency training had been implemented in
virtually every medical school across the country (Barzansky, Jonas & Etzel, 2000; Crandall,
George, Marion, & Davis, 2003). However, the cultural competency curricula vary widely from
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school to school (Crandall et al., 2003). In a review of cultural competency training
interventions, Beach et al. (2005) evaluated 34 different intervention techniques for teaching
cultural competency to pre-professional and practicing professional groups. These different
studies adopted a myriad of approaches to teaching cultural competency, including lectures,
group discussions, case studies, various clinical experiences, cultural immersion, interviewing
and role playing. Likewise, medical schools also employ a vast array of teaching techniques,
further complicating the measurement and analysis of cultural competency curricula.
While studies have shown that knowledge, skills and attitudes can be built upon and
improved through cultural competency training, it has yet to be proven that this additional
training is having an effect on reducing health disparities or improving health outcomes. It is
important to remember, however, that while cultural competency training is believed to play a
role in decreasing health disparities for minority populations and improve overall health
outcomes, cultural competency will not single-handedly be able to eliminate health disparities.
Rather, this is a set of competencies and skills that will allow physicians to provide the highest
quality of care to all patients, regardless of race, ethnicity, gender, religion, sexual orientation,
language, age, ability or socioeconomic status (Betancourt, 2006).
Cultural competency is not a new phenomenon. In fact, some cross-cultural medical
education curricula date back to the 1970s (Crandall et al., 2003). In addition, as seen in the
review compiled by Beach et al. (2005), cultural competency curriculum has been slowly gaining
momentum in medical education since the 1980s. As previously stated, cultural competency
curricula can take many different forms; and, it has been noted that not all curricula are equally
deficient (Koehn & Swick, 2006). However, cultural competency education, as a whole, has
gained a great deal of criticism and scrutiny in recent years. Various gaps have been identified in
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training. These gaps, including, the disconnect between multiculturalism and the idea of social
justice (Gregg & Saha, 2006), variability of content (Beach et al., 2005) and limitations in
current practices and ideology (Koehn & Swick, 2006; Kumagai & Lypson, 2009), have caused
many to question the validity and usefulness of teaching cultural competency in medical
education.
Each year the LCME distributes a survey to graduating medical students in which they
answer questions about their experiences during their medical education. Two questions on this
survey consider topics related to cultural competency and cultural awareness. In 2013, 40% of
the graduating medical students at Wright State University Boonshoft School of Medicine
reported that they had participated in some form of field experience in community health.
Additionally, 16.5% had learned an additional language to aid in their communication with
patients, 61.2% had learned the how to properly use a medical interpreter, 67.1% had some
experience with health disparities, 81.2% had volunteered at a free clinic and 61.2% reported
they had had some form of experience dealing related to cultural awareness or cultural
competency. Students were also asked to describe instruction for providing culturally
appropriate care for diverse populations. In 2013, 14.8% reported that their instruction in this
area of their medical education was inadequate (Boonshoft School of Medicine, 2013).
Barriers and Challenges for Cultural Competency Education
While there is a sense of confusion on how and when cultural competency training should
be taught in medical education, there is no confusion over its importance. In a survey conducted
by Weissman et al. (2005), an overwhelming number of resident physicians, in the fields of
Psychiatry, Family Medicine, Pediatrics, Emergency Medicine, General Surgery, Obstetrics and
Gynecology and Internal Medicine, believed it was important to address cultural issues when
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providing care. In addition, a large proportion of the residents reported receiving little, if any,
education or instruction in cross-cultural training outside of medical school. For this reason
alone, it is essential that medical students receive cultural competency training during their
undergraduate medical education.
Only 8% of those surveyed reported being very or somewhat unprepared to treat a patient
from a culture different from their own (Weissman et al., 2005). However, between 1/5 and 1/4
reported that they did not feel comfortable caring for patients with beliefs that were at odds with
Western medicine, had newly immigrated to the United States or that had religious beliefs that
affected their treatment plan. Furthermore, 24% believed that they lacked the skills to identify
cultural customs that could have a potential impact on the patient’s care. In this same study, only
one to two percent of the residents indicated that they did not feel prepared to treat medical
conditions or preform procedures common to their specialties (Weissman et al., 2005). How
could these residents feel so prepared to treat patients and perform procedures, yet lack the
necessary confidence and skills to address cross-cultural concerns? These residents stated that
there was a perceived lack of time to address cross-cultural training (58%), and few role models
to look to for guidance (31%) (Weissman et al., 2005). The same challenges, time and lack of
experienced faculty, have also been cited as barriers for teaching cultural competency in
undergraduate medical education.
Lack of time is one of the first barriers cited when attempting to implement cultural
competency training in medical education (Crandall et al., 2003; Koehn & Swick, 2006). The
medical curriculum is laden with basic science and clinical coursework. Despite an already
“busy” curriculum, it is essential that cultural competency find a place in undergraduate medical
education. Implementing cultural competency education, and other behavioral and social science

ASSESSING MULTICULTURAL SKILLS IN MEDICAL STUDENTS

20

content, faces three major challenges. Students often view multicultural training as less
important than the clinical curriculum. In addition, multicultural training is often vaguely
defined, and there is a lack of experienced and well-qualified instructors to teach these topics
(Benbassat, Baumal, Borkan, & Ber, 2003). These challenges have led critics of cultural
competency education to call it a “soft science” (Betancourt, 2006). In addition, it is often
difficult to assess gains made in the social sciences, further making it difficult to teach and test
cultural competency.
Methods
Purpose
To inform, target, and improve learning objectives for the future medical student cohorts,
it is of value to measure current levels of cultural competency in the domains of knowledge,
skills, comfort and attitudes among the current medical student population. This study aims to
accomplish four primary goals: 1) to describe the background of incoming and exiting medical
student cohorts and the level of their cultural competency in four core domains: knowledge,
skills, comfort and attitudes; 2) determine if a connection exists between the cohort year and
level of cultural competency; 3) compare levels of cultural competency in the two cohorts to
identify differences, potential predictors of higher cultural competency, and strengths and
weaknesses in each domain; and 4) use findings to inform recommendations and development of
future curriculum.
Setting and Population
The study took place at Wright State University’s Boonshoft School of Medicine
(BSOM). The BSOM was established in 1973 as one of five medical schools in the United
States created in response to Congress’ passing of the Veterans Administration Medical School
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Assistance and Health Manpower Training Act (http://www.med.wright.edu/about). Degrees
were awarded to the medical school’s first graduating class in 1980. Since then, over 2,800
M.D.’s have received their training at Wright State. The BSOM now offers a variety of different
degree programs, including master’s degrees in Aerospace Medicine, Pharmacology and
Toxicology, and Public Health; as well as dual degree programs combining the M.D. program
with Ph.D., M.B.A. and M.P.H. programs. In addition, the medical school also provides
residency training programs in 12 medical specialties, as well as 11 fellowship training programs
in various subspecialties (Boonshoft School of Medicine [BSOM], 2013).
All first and fourth year medical students enrolled at BSOM during the 2013-2014
academic year were eligible to participate in the study. Surveys were distributed to members of
the first and fourth year classes at the medical school. First year students were recruited during
Triage Training sessions at Reach Out of Montgomery County, as well as during times that they
were volunteering at the Reach Out Clinic. During these times, students were given access to a
computer at which they could complete the online survey in a private location. Fourth year
students were more difficult to recruit due to the variability in their rotation schedules.
Therefore, fourth year students were recruited via e-mail with a direct link to the online survey.
Reminder e-mails were sent twice during the allowed response time, and thank you e-mails were
sent after the survey was closed. To help ensure participation, members of both classes were
entered into a drawing for a gift card. In order to protect students’ privacy, signed consent letters
were not used for this study. Instead, a cover letter outlining the study was made available to
each student prior to their participation. A petition for research involving human subjects was
submitted and approved through the Institutional Review board at Wright State University
(Appendix A).
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A total of 102 students submitted surveys; 68 were members of the first year class, and
the remaining 34 students were members of the fourth year class. There was a 2:3 male to
female ratio, where 42 students were male and 60 female. Of the 102 students, 79 were
classified as white and 23 non-white. The non-white group comprised of those who identified
themselves as African American, Asian or Asian American, Hispanic or Latino, Native
American, Native Hawaiian or Pacific Islander or “Other.” These groups were combined into a
single “non-white” grouping for statistical purposes.
Study Design
This research was a descriptive study used to evaluate cultural competency training, at
two points, during a student’s medical education at BSOM. A web-based survey tool was used
to collect students’ perceptions of their knowledge, skills, comfort and attitudes as they pertain to
cultural competency. Entry-level perspectives of multicultural competency were collected by
surveying first year medical students. A second perspective was ascertained through surveys
collected from fourth year medical students as they were completing their last year of medical
studies. Both groups were approached for participation during the first semester of the 20132014 academic year.
First year students allowed for baseline measurements of the four cultural competency
domains. The knowledge, skills, comfort and attitudes measured here describe the cultural
competency characteristics these students have already acquired through their pre-medical
education, volunteer or work experiences and their prerequisites for entry into medical school.
Fourth year students were asked to evaluate their cultural competency education over the
span of their medical education at BSOM. The differences measured between the two study
groups revealed what elements of cultural competency training are being satisfactorily received,
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or experienced by students. This study was also used to identify areas in which further
curriculum development may be needed, as well as recognize areas in which the current
curriculum is perceived to be meeting, or exceeding, educational goals. In addition, potential
predictive factors for higher cultural competency were also described.
Instrument
The survey instrument used in this study, the Clinical Cultural Competency
Questionnaire (CCCQ), was originally developed as a means for assessing residents’ and
physicians’ cultural competency, and their knowledge, skills and attitudes related to providing
care to multicultural and vulnerable populations (Like, 2001). In order to achieve the goals of
this study, a modified version of the CCCQ survey was administered to first and fourth year
students at Wright State University’s Boonshoft School of Medicine, in Dayton, Ohio.
Permission for use and modification of the CCCQ was granted by its developer, Dr. Robert C.
Like of the Center for Healthy Families and Cultural Diversity, Department of Family Medicine,
UMDNJ-Robert Wood Johnson Medical School.
Modifications included the addition of several questions pertaining to previous volunteer
and work experiences, bilingual ability, medical missions experience and other such experiences
or exposures that may have an impact on a student’s cultural competence. These modifications
were made in order to achieve a different perspective with measuring cultural competency, that,
potentially, could be gathered prior to medical school and/or enhanced during medical education;
thereby better preparing health care professionals to serve a culturally diverse patient population.
The CCCQ has been validated in a number of studies including two similar studies
measuring cultural competency levels in medical students (Ladson, Lin, Flores, & Magrane,
2006; Smith & Silk, 2011). The modified version of the survey that was used in this study
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included a short social desirability scale. This scale was designed to help assess whether or not
students answered questions in a more socially desirable way, possibly detecting a more skewed
or biased results. The social desirability scale used is a validated short form of the MarloweCrowne Social Desirability Scale (Reynolds, 1982). Permission was also granted by the author
for use in this study.
Data Collection
Data was collected directly through Qualtrics, a web-based survey software system
provided by Wright State University. All surveys were submitted anonymously, and no
identifying information was collected from students. All data was kept confidential, and only
approved members of the research team had access to the data. After collection, the data was
exported directly to SPSS for analysis.
Statistical Analysis
The CCCQ has been validated and used in a variety of different studies. In these studies
the CCCQ has been used to assess the cultural competency of healthcare professionals and
students throughout all levels of their training and career. The survey collects demographic
characteristics, such as age, race and ethnicity, as well as the four domains of cultural
competency: knowledge, skills, comfort and attitudes. Additional questions were added to help
gather additional information about previous experiences that may have exposed students to
other cultures previous to, or during, their medical education. The questions addressing the four
domains of cultural competency were scored using a five-point Likert scale (“not at all,” “a
little,” “somewhat,” “quite a bit” and “very”).
The knowledge domain was composed of 16 questions. These questions were scored
using the same Likert scale, where one was equal to “not at all” up to five being “very.”

ASSESSING MULTICULTURAL SKILLS IN MEDICAL STUDENTS

25

Students could score a minimum of 16 in the knowledge domain if answering “not at all” for
each question and a maximum of 80 if answering “very” for each prompt. The skills domain
consisted of 15 questions and followed the same scoring scale. The minimum possible score for
the skills domain was 15 with a maximum score of 75. The comfort domain was made up of 12
questions with a minimum possible score of 12 and a maximum possible score of 60. Finally, 19
questions were in the Attitudes domain, giving it a possible minimum score of 19 and a possible
maximum score of 95.
Additional questions also addressed students’ perception of the importance of cultural
competency training for health care professionals, their perception of their own experiences and
exposure to multicultural and diverse populations and its effect on their medical education and
three questions asking about experiences they have had volunteering or working with
multicultural or vulnerable populations previous to, and during, their medical education.
The final section of the survey was a 15 item social desirability scale short-form. These
questions are used to identify if the responses that students gave were biased by their ideas of
what the “socially acceptable” answers should be. The results from these questions were used to
determine if students answered truthfully, or if they were influenced to answer questions in the
way that they “thought” they should answer.
The collected data was analyzed using IBM’s Statistical Package for the Social Sciences
(SPSS) software. Two sample t-tests were used to distinguish differences among the two sample
groups. Statistical significance was defined as p-value <0.05. Additionally, Cronbach’s alpha
was used to verify the internal consistency of the domains of the CCCQ.
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Results
Participation Rate
Of the possible students currently in their first and fourth years at Wright State
University’s Boonshoft School of Medicine, 102 submitted surveys. Of the 102 responses, 68
were from first year students (64.8% of the class), while 34 were from fourth year respondents
(32.4% of the class).

Table 1
Class Profiles
Demographic
Gender
Male
Female
Race/Ethnicity
White
Non-white
Unknown/
Undisclosed

All
(n=213)
n
%

1st Year
(n=106)

4th Year
(n=107)

n

%

n

%

105
108

49.3
50.7

50
56

47.2
52.8

55
52

51.4
48.6

150
31
32

70.4
14.6
15.0

77
19
10

72.6
17.9
9.5

73
12
22

68.2
11.2
20.6

Sample Characteristics
Students that participated in the study ranged in age from 20-24 up to 30-35 years of age.
The majority of respondents, 77.5% (79) identified themselves as white, while the remaining
22.5% (23) identified themselves as members of a “non-white” racial or ethnic background
(including African-American, Asian American, American Indian, Latino/Hispanic, Native
Hawaiian or Pacific Islander and any “other” racial or ethnic determination). Sixty of the
participants were female students, while 42 identified themselves as male. Table 1 describes the
characteristics of each class, while Tables 2 and 3 describe the demographic characteristics of the
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study participants in regards to their racial/ethnic background (white versus non-white) and their
class ranking (first year versus fourth year), respectively.
Table 2
Demographics by Race/Ethnicity
Demographic
Age
20-24
25-29
30-35
Gender
Male
Female
Year
1st
4th
Bilingual (n=101)
Yes
No
Non- US Exposure
Yes
No
Medical Missions
Experience*(n=94)
Yes
No
Previous Work
Experience (n=94)
Yes
No
Pre-Med
Experience (n=94)
Yes
No

All
(n=102)
n
%

White
(n=79)

Non-white
(n=23)

n

%

n

%

50
44
8

49.0
43.1
7.8

39
34
6

49.4
43.0
7.6

11
10
2

47.8
43.5
8.7

42
60

41.2
58.8

31
48

39.2
60.8

11
12

47.8
52.2

68
34

66.7
33.3

52
27

65.8
34.2

16
7

69.6
30.4

39
62

38.6
61.4

27
51

34.6
65.4

12
11

52.2
47.8

66
36

64.7
35.3

51
28

64.6
35.4

15
8

65.2
34.8

30
64

31.9
68.1

28
48

36.8
63.2

2
16

11.1
88.9

85
9

90.4
9.6

69
7

90.8
9.2

16
2

88.9
11.1

74
20

78.7
21.3

59
17

77.6
22.4

15
3

83.3
16.7

*p< .05, indicating statistical significance between the two racial groups (using Chi Square)
†Non-white consists of those self-identifying themselves as African-American, Asian
American, American Indian, Latino/Hispanic, Native Hawaiian or Pacific Islander and any
other racial determination.
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Table 3
Demographics by Year
Demographic
Age*
20-24
25-29
30-35
Gender
Male
Female
Race
White
Non-White
Bilingual (n=101)
Yes
No
Non- US Exposure
Yes
No
Medical Missions
Experience*(n=94)
Yes
No
Previous Work
Experience (n=94)
Yes
No
Pre-Med
Experience*(n=94)
Yes
No

1st
(n=68)

4th
(n=34)

All
(n=102)
n
%

n

%

n

%

50
44
8

49.0
43.1
7.8

50
13
5

73.5
19.4
7.4

0
31
3

0.0
91.2
8.8

42
60

41.2
58.8

25
43

36.8
63.2

17
17

50.0
50.0

79
23

77.5
22.5

52
16

76.5
23.5

27
7

79.4
20.6

39
62

38.6
61.4

26
41

38.8
61.2

13
21

38.2
61.8

66
36

64.7
35.3

46
22

67.6
32.4

20
14

58.8
41.2

30
64

31.9
68.1

16
52

23.5
76.5

14
12

53.8
46.2

85
9

90.4
9.6

61
7

89.7
10.3

24
2

92.3
7.7

74
20

78.7
21.3

59
9

86.8
13.2

15
11

57.7
42.3

*p< .05, indicating statistical significance between the two racial groups (using Chi Square)
†Non-white consists of those self-identifying themselves as African-American, Asian
American, American Indian, Latino/Hispanic, Native Hawaiian or Pacific Islander and any
other racial determination.
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Few statistically significant differences were found between the study participants. When
compared by racial background, the only statistically significant difference was in the number of
students that had participated in medical missions trips. White students were found to be more
likely to have had this type of previous experience. When comparing the groups by class rank,
significant differences were found in ages between the two groups (fourth year respondents
tended to be older than first year respondents), and first year students were more likely to have
participated in medical missions trips or have had pre-medical experiences working or
volunteering in a health care environment that provided services to multicultural or vulnerable
populations.
The majority of the submitted surveys were complete; however, some were submitted
with missing information. The incomplete surveys were used, when possible, in statistical
comparisons. Most commonly, students did not include information about their previous
experiences (i.e. medical missions experience, previous work or volunteer experience or premedical experiences).
Domain Scores
Each respondent answered questions pertaining to the four cultural competency domains:
knowledge, skills, comfort and attitudes. They rated themselves using the Likert scale described
in the methods section. These scores were then analyzed and compared in regards to various
demographic characteristics. Table 4 displays the mean scores for each of the four domains,
accompanied by the standard deviation, for each of the demographic characteristics collected.
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Table 4
Domain Scores by Demographic Characteristics
Demographic
All (n=102)

Knowledge
Mean
(SD)
44.3
(11.4)

Skills
Mean
(SD)
39.5
(14.7)

Comfort
Mean
(SD)
31.9
(14.4)

Attitudes
Mean
(SD)
72.8
(23.2)

Race
White
44.8
(9.6)
41.0
(13.4)
33.4
(12.9)
75.7*
Non-white
42.5
(16.5)
34.4
(17.8)
26.9
(17.3)
62.8*
Year
1st
44.5
(9.7)
39.7
(12.1)
35.2*
(11.0)
81.4*
43.8
(14.4)
39.2
(19.0)
25.5*
(17.4)
55.7*
4th
Gender
Male
42.4
(12.1)
37.1
(17.2)
30.6
(15.9)
69.8
Female
45.6
(10.8)
41.2
(12.5)
32.9
(12.8)
74.9
Bilingual
(n=101)
Yes
45.7
(13.6)
41.7
(16.6)
35.7*
(14.1)
74.0
No
43.3
(9.9)
37.9
(13.3)
29.4*
(13.8)
72.0
Non-US
Exposure
Yes
44.7
(11.6)
39.1
(16.3)
32.4
(13.1)
73.7
No
43.4
(11.2)
40.3
(11.3)
31.0
(16.0)
71.2
Medical
Missions
Experience
(n=94)
Yes
48.5* (10.7)
43.5
(13.4)
34.5
(10.9)
77.5
No
42.9*
(8.5)
39.7
(12.2)
34.8
(11.2)
79.7
Previous Work
Experience
(n=94)
Yes
45.3
(9.4)
41.8*
(12.5)
35.4
(10.7)
79.8*
No
39.0
(9.6)
32.4*
(11.0)
28.0
(12.3)
71.6*
Pre-Med
Experience
(n=94)
Yes
46.1*
(9.2)
41.8
(11.4)
35.0
(10.5)
80.8*
No
39.5*
(9.4)
37.6
(16.4)
33.5
(13.0)
72.5*
*p< .05, indicating statistical significance between the two racial groups (using T-tests)

(17.9)
(34.9)
(8.5)
(32.5)
(27.5)
(19.8)
(23.0)
(23.7)
(22.9)
(24.1)

(9.8)
(9.6)

(9.5)
(8.4)

(8.5)
(11.1)

†Non-white consists of those self-identifying themselves as African-American, Asian American,
American Indian, Latino/Hispanic, Native Hawaiian or Pacific Islander and any other racial
determination.
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Some surveys were incomplete when submitted. Some data was missing for 3.9% of
respondents in the knowledge domain, 5.9% in the skills domain and 9.8% in the comfort and
attitudes domains. Statistically significant differences (p-value ≤ 0.05) were seen in multiple
areas. Knowledge scores were found to be modified by participation in medical missions as well
as pre-medical experience working or volunteering in a health care facility that provided services
to multicultural or vulnerable populations. Students with previous medical missions and premedical experiences were found to have greater knowledge scores when compared against their
classmates that did not have these previous experiences.
Skills scores were only found to be modified by previous experience working or
volunteering in a health care facility that provided services to multicultural or vulnerable
populations. Students that had previous experience working in this type of health care setting
had greater skills scores than their classmates that did not possess that type of previous
experience.
Comfort scores were found to be modified by both class year and bilingualism. Students
in their first year had higher cultural competency comfort scores than their fourth year
counterparts. Likewise, students that were able to speak more than one language also were
found to be more comfortable than their peers.
Lastly, the student attitudes were found to be modified by racial background, class year,
previous work or volunteer experience and pre-medical experiences. White students were found
to have higher attitudes scores than their non-white classmates. Additionally, first year students
had higher scores in the attitudes domain than the fourth year participants. Students with
previous work or volunteer experience, or pre-medical experience, at a health care facility that
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provided services to multicultural or vulnerable populations also had higher attitudes scores than
their classmates that did not have these exposures.
Composite Cultural Competency Scores
Composite cultural competency scores were also calculated and analyzed. Composite
scores were calculated by summing the knowledge, skills, comfort and attitude domain scores.
The cumulative scores were analyzed, via Chi Square, on the same demographic characteristics
as the individual domain scores. They were compared against the mean and median cumulative
scores, as seen in Tables 5 and 6.
Table 5
Cumulative Cultural Competency Scores by Demographic Characteristics (means)
CC ≥ 188.5

CC < 188.5

Demographic

n

%

n

%

All (n=102)

60

58.8

42

41.2

49
11

62.0
47.8

30
12

38.0
52.2

44
16

64.7
47.1

24
18

35.3
52.9

24
36

57.1
60.0

18
24

42.9
40.0

30
29

76.9
46.8

9
33

23.1
53.2

43
17

65.2
47.2

23
19

34.8
52.8

22
38

73.3
59.4

8
26

26.7
40.6

58
2

68.2
22.2

27
7

31.8
77.8

52
8

70.3
40.0

22
12

29.7
60.0

Race
White
Non-white
Year
1st
4th
Gender
Male
Female
Bilingual*(n=101)
Yes
No
Non-US Exposure
Yes
No
Medical Missions Experience (n=94)
Yes
No
Previous Work Experience* (n=94)
Yes
No
Pre-Med Experience* (n=94)
Yes
No
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Table 6
Cumulative Cultural Competency Scores by Demographic Characteristics (median)
CC ≥ 197

CC < 197

Demographic

n

%

n

%

All (n=102)

52

50.9

50

49.1

42
10

53.2
43.5

37
13

46.8
56.5

37
15

54.4
44.1

31
19

45.6
55.9

21
31

50.0
51.7

21
29

50.0
48.3

27
24

69.2
38.7

12
38

30.8
61.3

37
15

56.1
41.7

29
21

43.9
58.3

20
32

66.7
50.0

10
32

33.3
50.0

51
1

60.0
11.1

34
8

40.0
88.9

45
7

60.8
35.0

29
13

39.2
65.0

Race
White
Non-white
Year
1st
4th
Gender
Male
Female
Bilingual* (n=101)
Yes
No
Non-US Exposure
Yes
No
Medical Missions Experience (n=94)
Yes
No
Previous Work Experience* (n=94)
Yes
No
Pre-Med Experience* (n=94)
Yes
No

In both comparisons, cumulative scores were found to be higher in students that were
bilingual, had previous work experience and pre-medical experience. These types of experiences
and previous exposure were found more often in students scoring at or above the mean and
median, and less often than those scoring below the mean and median.
Social Desirability Scale
As noted in the methods section, a social desirability scale was also added to this version
of the CCCQ. The social desirability scale is used to detect potential social acceptability bias. A
series of 15 true or false questions were asked at the conclusion of the survey. In seven
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questions, in which the “correct answer” would have been “True,” true answers scored as “1”
and “False” answers scored as “2.” For the remaining eight questions, the “correct” answer
would have been “False.” They were reverse scored in which “True” answers were scored as
“2” and “False” answers scored as “1.” Higher scores are those in which the respondent may
have answered the question in a way that they believed to be more socially acceptable, rather
than the way they truly felt. In this study, 14.1% of respondents scored in the “low” range,
79.4% “moderate” and 6.5% “high.”
Table 7
Social Desirability Scale
Range

Point Values

Count

Percentage

Low

15-20

13

14.1

Moderate

21-25

73

79.4

High

26-30

6

6.5

*recorded score range from 19 to 28

Cronbach’s Alpha Reliability Analysis
Cronbach’s alpha values were calculated for each individual domain, as well as the
cumulative instrument. Only the questions from the four domains scored on the five point Likert
scale were analyzed for internal reliability. The knowledge domain consisted of 16 items (α =
.938), the skills domain consisted of 15 items (α = .958), the comfort domain consisted of 12
items (α = .983) and the attitudes domain consisted of 19 items (α = .983). The instrument as a
whole consisted of 62 items (α = .974). The high values for Cronbach’s alpha indicate a high
level of internal consistency for each domain, as well as for the survey as a whole.
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Discussion
Findings
Demographic characteristics of the sample population.
In order to have a better understanding of the demographics of the medical students at the
Boonshoft School of Medicine at Wright State University, students were broken into groups
based on their class year (first year versus fourth year) and racial/ethnic background (white
versus non-white). When comparing students based on year, three significant differences were
noted between the first and fourth year classes. As expected, the age distribution was different
between the two classes. The majority of students in the first year class being in the 20-24 year
age range, while fourth year students were all 25 years of age or older. In addition, there were
also a greater number of first year students who reported participating in medical missions trips
or having some kind of pre-medical work, volunteer or shadowing experience in a health care
facility that provided care to multicultural or vulnerable populations.
The greater prevalence of students who reported having some type of pre-medical
experience with multicultural or vulnerable population, or participation in medical missions, is
believed to be attributed to the increasing competitiveness of admittance into medical school. As
admittance into medical school continues to become more and more competitive, applicants look
to bolster their applications with additional shadowing, volunteer and medical missions
experiences.
Students were also separated into comparison groups by their racial and ethnic
background. The students were broken into two groups: white and non-white. The non-white
group was composed of students who identified themselves as African American, Asian
American, Hispanic/Latino, American Indian, Native Hawaiian or Pacific Islander and any
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“other” racial or ethnic determination. The only statistically significant difference between the
two racial groups was in the number of students who had participated in medical missions trips.
In this sample, white students were more likely to have participated in a medical missions trip.
Modification of domain scores by various demographic factors.
Modification of knowledge domain scores.
After analyzing the data, statistically significant differences were seen in cultural
competency domain scores. The differences in these scores were explained by correlations
between higher domain scores and various demographic factors. Scores in the knowledge
domain were found to be modified by two demographic characteristics. Students that had
participated in medical missions trips and students that reported having pre-medical experience
at a health care facility that provided care to multicultural or vulnerable populations had higher
knowledge scores that their colleagues that did not report possessing these types of experiences
or exposures.
The knowledge section of the CCCQ asks questions regarding the student’s knowledge of
the demographics of diverse racial and ethnic groups, the sociocultural characteristics of these
groups, specific health risks members of these groups experience, as well as different healing
traditions that may be practiced by these groups. It is rational to believe that students who have
participated in medical missions would have a better understanding of these concepts than their
colleagues who have not participated in a medical missions trip. By immersing themselves in
another culture, students that have indirectly learned about the culture in which they have served,
including the demographic and sociocultural characteristics of that population. In addition, they
will most likely have seen, first hand, the different health risks that affect the population, and,
potentially, different healing modalities that the culture may employ.
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Similarly, students with pre-medical experience working, shadowing or volunteering in a
health care setting that provided care to multicultural or vulnerable populations would share this
same increased knowledge. In this setting, not only would students have the opportunity to learn
more about the cultures of the patients being treated, but these students would also have a better
understanding of how these cultural differences affect the individual’s overall health. These
students could be more knowledgeable about health promotion and disease prevention efforts,
and the way certain conditions permeate different segments of the population.
Modification of skills domain scores.
When examining the scores in the skills domain, only one demographic characteristic
correlated with a statistically significant increase. The skills domain was modified by having
previous work experience in a health care facility that provided services to multicultural or
vulnerable populations. Students that reported having this type of work experience, previous to
beginning their medical education, had greater skills scores than their counterparts that did not
possess this kind of previous work experience. Work experience in this type of health care
environment would expose students to various cross cultural “conflicts,” and provide them a
forum in which to learn the necessary skills to navigate these “conflicts.”
Individuals with previous experience providing care for multicultural and vulnerable
populations are more likely to have learned and developed new communication and service
skills. For instance, students who have had previous work experience in these kinds of health
care facilities are more likely to know how to greet patients of various cultural backgrounds,
assess health literacy and English proficiency and deal with cross cultural miscommunications
and conflicts. In addition, these students will likely have also witnesses health care professionals
who have effectively and appropriately ascertained a patient’s perspective of their illness or
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possible treatment plan, perform a culturally sensitive physical exam, provide culturally
appropriate preventive care and patient education, work with a medical interpreter and develop
culturally sensitive treatment plans. Skills, such as these, can only be learned through direct
observation and participation. Those with previous experience working with a diverse patient
population are more likely to possess these cultural competency skills.
Modification of comfort domain scores.
An individual’s comfort in cross cultural situations can be difficult to assess and quantify.
By using a self-assessment survey, such as the CCCQ, we are able to have a better understanding
of how comfortable the student feels in such situations. The CCCQ used questions pertaining to
different components of culturally competent care, such as how comfortable you are caring for
individuals from diverse backgrounds, caring for individuals with limited English proficiency,
caring for individuals that seek alternative healing modalities, interpreting various cultural
expressions, working with colleagues from diverse backgrounds or working with colleagues who
are biased or prejudice, to garner a deeper understanding of the true comfort level of the
individual.
In this study, students had higher comfort scores when they were members of the first
year class, as well as when they considered themselves to be bilingual or multilingual. It seems
counterintuitive to believe that members of the first year class would feel more comfortable in
cross cultural situations than their fourth year counterparts. While it is difficult to say exactly
why this difference occurred, two theories have been generated in an attempt to explain this.
It is possible that, while the statistics do not show it, fourth year students truly are more
comfortable in cross cultural situations than members of the first year cohort. However,
according to the data, this is not the case. It may be that fourth year students have a better
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understanding of the discomfort that can be felt in such situations. The fourth year students that
took the CCCQ had already completed their third year rotations, and may have had various cross
cultural experiences. With a better understanding of how uncomfortable these situations can be,
fourth year students may have reported a more accurate level of comfort. Conversely, first year
students, who, in most cases, have not had the same amount of clinical experience as fourth year
students, may have an inflated sense of comfort in cross cultural situations.
A second potential reason for the difference in comfort scores between first and fourth
year students could have to do with the experiences and exposures prior to medical school. As
discussed earlier, first year a greater number of first year students reported participating in
medical missions trips, or having some kind of pre-medical experience in a health care
environment that provided services to multicultural or vulnerable populations. It could be that
with more first years having this type of exposure before beginning their medical education, they
feel more comfortable and more at ease in cross cultural situations.
It was also found that students who classified themselves as bilingual or multilingual also
had higher comfort scores. In situations in which patients do not speak English, or are not fluent
in English, bilingual students may be able to better communicate with the patient in another
language. Therefore, it is reasonable that bilingual and multilingual individuals would feel more
comfortable in cross cultural situations where English may be a patient’s second language, or
where the patient does not speak English at all. Having this additional ability to communicate
with diverse patients seems to make students feel more comfortable in a cross cultural setting.
Modification of attitudes domain scores.
Attitudes and awareness are an important component of cultural competency. The data
shows that the Attitudes domain was modified by the greatest number of demographic
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characteristics. Scores in the Attitudes domain were modified by class year, racial/ethnic
background, previous work experience and pre-medical experience. While higher attitude scores
for those with previous work experience and pre-medical experience working or volunteering in
a health care facility that provided care to multicultural or vulnerable populations seems
reasonable, higher attitude scores for first year students and white students may seem
counterintuitive.
The Attitudes section of the CCCQ measured not only student’s perceptions about the
importance of sociocultural issues and their importance in health, but it also took a deeper look at
student’s understanding of what factors can contribute to health disparities, the student’s
awareness of their own biases and prejudices as well as how valuable they believed cultural
competency training, as a whole, is to medical education. The responses to these questions were
used to calculate the domain score, and were then compared against the same demographic
characteristics as the other three domains.
White students had significantly higher attitudes scores compared to their non-white
colleagues. It would seem that white students would have a more difficult time identifying with,
and understanding diverse patients – which one would believe would translate into lower
attitudes scores. However, the opposite was actually seen in this data. It is hard to identify the
exact reason for this, but it is presumed that white students having a higher rate of participation
in medical missions trips, and a slightly higher rate of previous work experience contributed to
this difference in attitudes scores. Previous work experience and participation in medical
missions trips were both predictive factors for higher cumulative cultural competency scores.
Previous work experience was also predictive of higher attitudes domain scores. White students
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having a higher incidence of having experience in these two areas may explain their higher
scores in the attitudes domain, compared to their non-white colleagues.
First year students were also found to have higher attitudes scores than members of the
fourth year class. This could be a result of increasing attention being placed on health disparities
and the need to create a more equitable health care system. In addition, as has been mentioned
earlier, a greater proportion of first year students had participated in medical missions trips, had
previous work experience or pre-medical experience working, volunteering or shadowing in a
health care environment that provided care to a diverse patient population. This amount of
experience and previous exposure could also play an influential role in the attitudes of those
students.
Like in other domains, previous work experience and pre-medical experience were also
modifying factors for higher attitudes scores. This, like in the other domains, seems logical.
Students that have had more exposure to multicultural populations and more experience working
with, and caring for, individuals from minority populations are likely to be more aware of health
disparities and have more positive attitudes about the need to provide culturally appropriate,
equitable care.
Comparison of cumulative cultural competency scores.
In addition to the individual domain scores, the cumulative CCCQ scores were also
analyzed. The total scores were calculated by summing the four domain scores. The scores were
then compared against the mean and median scores for the entire sample population. When
looking at the comparison of mean scores (Table 5) 60 of the total 102 students had a cumulative
cultural competency score at or above the mean score of 188.5 (out of a possible 310). When
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comparing scores against the medians score (Table 6) of 197, only 52 students had scores greater
than or equal to the median.
Regardless of whether you use the mean or the medians as the standard for comparison,
the same three demographic factors were found to be statistically significant in both
comparisons. Students who were bilingual or multilingual or had previous work experience or
pre-medical experience at a health care facility that provided services to multicultural or
vulnerable populations had cumulative cultural competency scores higher than the mean and
median scores. It is believed that this increase in scores is due to the greater level of comfort
these students have, as well as being previously exposed to cross cultural care through their work
or pre-medical experiences.
Examination of social desirability scores.
Only 92 of the 102 respondents completed the social desirability scale component of the
survey. Of these 92 student, 13 (14.1%) scored between 15 and 20, 73 (79.4%) scored between
21 and 25, and 6 (6.5%) scored between 26 and 30. This indicates that the majority of students
scored in the “moderate” range, suggesting that their answers may have been influenced by what
they considered to be socially desirable, or acceptable. Thirteen students scored in the “low”
range, while another six scored in the “high” range. These scores are normally distributed, and
appear to indicate that the data collected was not significantly influenced by social desirability
bias.
Implications
In previous studies, it has been suggested that individuals who are more liberal, or who
can better identify with minority populations tend to be more culturally competent. Factors such
as racial and ethnic background, gender and age were used to predict greater levels of cultural
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competence. In this study, these factors were not predictive of greater cultural competency.
Instead, previous experiences and exposures were better predictive factors for heightened
cultural competency. Most notably, bilingual and multilingual ability, participation in medial
missions, previous work or volunteer experience and pre-medical experience shadowing or
volunteering in a health care setting that provided care to a multicultural or vulnerable patient
population were the greatest predictive factors of higher domain and cumulative cultural
competency scores.
Integration of cultural competency training into medical education.
In light of these findings, as medical schools continue to further integrate and reform
their curriculum, special attention needs to be given to cultural competency training and the way
that its components are taught. As the debate continues over how to best integrate cultural
competency training into the current medical curriculum, the first priority needs to be
establishing where this type of training fits into medical education (Dogra, Reitmanova, &
Carter-Pokras, 2009). In order for cultural competency to “find its place” in medical education,
clearly defining the concepts of cultural competency, and establishing specific and achievable
learning objectives, will be of the upmost importance (Engebretson, Mahoney, & Carlson, 2008;
Dogra et al., 2009).
In addition to clearly defining these concepts, and establishing the learning objectives of
cultural competency education, incorporating it across the span of an individual’s medical
education is also necessary (Dogra et al., 2009). The inclusion of cultural competency training
across all four years of medical education requires presenting the material through a variety of
forums. Employing various learning techniques is essential to effectively teaching and
presenting the cultural competency curriculum, as well as ensuring that students have the
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opportunity to learn and experience the curriculum in a variety of ways (Bowman, MorenoWalton, Enzenkwele, & Heron, 2011). The different elements of cultural competency and cross
cultural training are best presented in the classroom, as well as in a clinical setting. Students
must have the opportunity to increase their knowledge and learn new skills in a formal
educational setting, and then cultivate and further develop those skills in a clinical setting.
Executing these skills in “real-life,” clinical settings, students are able to improve upon their
learned skills, and become more comfortable providing care to a diverse population base (Dogra
et al., 2009). The incorporation of these formal and informal learning components (Shapiro, Lie,
Gutierrez, & Zhuang, 2006), is essential to fully incorporating cultural competency training into
the current medical education.
Furthermore, as the nation transitions into a new era of medical care, it will be important
to align cultural competency training with current practices, making it clinically relevant. In
order to achieve this, links need to be made between culturally competent care and the theories
of Patient Centered Care (PCC) and Evidence Based Practice (Engebretson et al., 2008).
Cultural competency and PCC share a common tenant: the importance of the individual patient.
Cultural competency can be used to further build upon PCC, taking into account the components
of each individual’s cultural background to provide the best care to that patient (Dogra et al.,
2009). A person’s culture is much more than their race or ethnicity. Individuals from the same
race can have a very different cultural background; each person is uniquely influence by their
race or ethnicity, religion, socioeconomic status, sexual orientation and various
abilities/disabilities (Kelly, 2012). Applying cultural competency to PCC enables medical
professionals to embrace cultural competency as more than just a concept. This marriage gives
cultural competency clinical relevance in today’s healthcare system.
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Cultural competency training can also be directly linked to Evidence Based Practice
(EBP). Over the last decade, cultural competency has been touted, by many, as the “cure” for
minority health disparities. Including cultural competency in EBP would allow for the direct
application of cross cultural care in the clinical setting. As cross cultural care practices are
further integrated into clinical care, better research will be able to be done on how culturally
competent care impacts minority health disparities. Linking cultural competency to EBP further
cements its place in medical education, while also increasing its clinical relevance (Engebretson
et al., 2008).
Suggestions for the cultural competency curriculum.
As mentioned earlier, cultural competency needs to be clearly defined, and have specific
learning objectives in medical curriculum. The curriculum needs to be developed in a way that
focuses on the diversity of the human experience (Dogra et al., 2009). This focus will help to
eliminate common misconceptions, like the belief that members of the same racial or ethnic
group will all share identical cultural backgrounds. By emphasizing the importance of the
individual human experience, students will be able to better understand the concept of cultural
competency.
Smith et al. (2007) suggests three specific areas of cultural competency education:
increasing and building knowledge of minority disparities and cultural causes of these
disparities, learning and cultivating cross cultural communication skills and becoming aware of
self, and patient, attitudes and biases. The four cultural competency domains (knowledge, skills,
comfort and attitudes) fit into these three areas. Multiple teaching formats can also be employed
across the three areas of the curriculum as well.
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Knowledge is a foundational component of cultural competency. However, it is not
simply knowledge about various races, the health conditions that members of these populations
are most at risk for and the characteristics and sociocultural facts about these different groups.
Instead, cultural competency demands a more holistic type of knowledge. While an
understanding of various racial and ethnic groups, the incidence of disease in those groups and
the various characteristics of those groups that may contribute to these conditions, a broader
understanding of cross cultural issues, identification of stereotypical thinking patterns and
learning to address culture from an individual, rather than group, perspective (Teal & Street,
2009). In addition, knowledge includes the initial learning of various clinical and
communication skills that will be needed to effectively care for diverse patients.
The second area of cultural competence curriculum needs focuses on learning and
cultivating important cross cultural communication skills. Health communication has become an
important topic in both public health and medicine. An individual’s ability to understand the
health information that is presented to them is a key factor in that person’s overall health
outcome. Communication between the patient and their health care provider is important in the
understanding of the treatment plan, and patient adherence (Andrulis & Bach, 2007).
Developing these cross cultural communication skills is key to becoming a culturally competent
provider. Teal & Street (2009) suggest that culturally competent communication is an
“integrated set of specific communication skills that reflect one’s development along a
continuum of cultural competence.” (p. 536). This skill set includes the incorporation of cultural
knowledge, verbal and non-verbal communication, recognition of potential differences (self and
situational awareness) and negotiation skills into communication with each unique patient (Teal
& Street, 2009). There is no “one size fits all” communication technique. Consequently, a
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patient centered approach, recognizing the diversity of each individual patient, is essential for
effective communication.
Lastly, the third area of the cultural competency curriculum should emphasize the
importance of self and situational awareness. The patient, and the provider, each bring their own
unique perspective into every encounter. As such, each has their own expectations, attitudes and
personal biases (Dogra et al., 2009). Enabling students to learn about their own personal
attitudes and biases will allow them to be more open in encounters with diverse individuals, and
help them learn how to put their own attitudes aside when dealing with those who have differing
attitudes, biases and prejudices. While this area of the cultural competency curriculum is more
abstract, it is also one of the most important. This area is one in which the informal curricula
may play a more important role in the learning process. Despite its abstract nature, this
awareness is a crucial part of cultural competency and providing the most effective and culturally
appropriate care.
Limitations
While this study provides a greater deal of insight into students’ previous experiences,
and the impact of those exposures on their level of cultural competency, limitations to this study
do exist. Due to unforeseen barriers, the original distribution plan was not able to be followed,
resulting in a less effective way of distributing and ensuring participation in the study. First year
students were approached and asked to participate in the study while they were volunteering at
the Reach Out clinic. This may have resulted in some selection bias, as the students were being
asked about multicultural topics while volunteering at a facility that provides care to a very
diverse patient population. Instead of having personal contact with fourth year students to
present the study and encourage their participation, e-mail correspondence was the only avenue
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for communication with this group. As a result, there was a lower response rate to the survey
than what was expected. In addition, this change also created a difference in the distribution and
collection methods between the two sample populations.
A longitudinal study, in which first year students were surveyed when first entering
medical school, and then redistributing the survey to the same students when they reached their
fourth year of medical school, may have increased the rigor of this study. However, performing
a longitudinal study was not an option at this time. Lastly, some respondents returned surveys
with incomplete data. The missing data in these surveys was not deemed to be significant for our
analysis. However, complete surveys from all respondents would have further added to the rigor
and validity of this study.
Lastly, as with any self-assessment survey, answers and scoring are subjective. In
addition, social desirability biases, as well as other forms of bias, are potential factors that could
have influenced the data. These factors are all possible limitations that must be considered.
Future Research
Moving forward, continued research in the realm of cultural competency education is
needed. It is suggested that this study be repeated when the current first years surveyed reach
their fourth year. By doing so, a better comparison could be made in determining the
knowledge, skills, comfort and attitudes gained over the course of the student’s medical
education. This would better allow for modification of the current curriculum to address the
areas of interest identified.
In addition, future research into the benefit of service, or community, learning activities
would also be of great interest. As indicated in this study, first-hand experience and exposure
working with, and caring for, individuals from diverse or vulnerable backgrounds is influential in
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a student’s cultural competency training. By examining the different forums in which students
can gain this valuable experience, faculty may be able to improve these learning activities, as
well as build similar experiences into the existing curriculum.
Conclusions
Cultural competency training is still of great importance in the fields of public health and
medicine. As the minority populations in the United States continue to grow, and the gap in
health disparities continues to widen, cultural competency and the need for a more equitable
health care system have never been more important. Between 2000 and 2010, it is estimated that
800,000 lives were lost as a result of racial or ethnic health disparities in the United States (Smith
et al., 2007). The integration of cultural competency training in medical education is crucial. It
is important that the cultural competency skill set be learned and built upon early in the
educational process.
From the results of this study, personal experiences and exposures have a significant
influence on an individual’s cultural competency. Bilingual and multilingual ability,
participation in medical missions, previous work or volunteer experience and pre-medical
experience at a facility that provided care to multicultural or vulnerable populations were found
to be predictive of higher cultural competency scores. As more and more students are entering
medical school, already having had these kinds of experiences and exposures, it is essential that
the medical curriculum be tailored in a way that builds upon these previous experiences and
builds additional opportunities into their training.
Health care reform, such as the implementation of the Patient Protection and Affordable
Care Act, many components of cultural competency and cross cultural care are now being used
in a physician’s daily practice (Andrulis, Siddiqui, Purtle, & Duchon, 2010; Somers
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&Mahadevan, 2010; Lie, Carter-Pokras, Braun, & Coleman, 2012). The continued integration of
cultural competence into the health care system, and health education, will produce a more
equitable system of care, as well as better equipped medical providers. Cultural competency
education is a core component of medical education for our changing world.
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Appendix D: Clinical Cultural Competency Questionnaire
Cultural Competency Training Questionnaire
Please indicate whether you are a pre‐medical, first year or fourth year medical student.
 Pre‐Medical
 First Year
 Fourth Year
What is your age?





20‐24
25‐29
30‐35
>35

Gender:
 Male
 Female
What is your race/ethnicity? Select all that apply:








African American/Black
American Indian/Alaska Native
Asian American
Latino/Hispanic
Native Hawaiian/Pacific Islander
Caucasian
Other

What country were you born in?

Have you lived in or traveled to countries outside of the United States in the last three years?
 Yes
 No
Do you speak any languages other than English?
 Yes
 No
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How KNOWLEDGEABLE are you about each of the following topics?
Not at All

A Little

Somewhat

Quite a Bit

Very

Demographics of diverse racial and
ethnic groups











Sociocultural characteristics of divers
racial and ethnic groups











Health risks experienced by diverse
racial and ethnic groups











Health disparities experienced by
diverse racial and ethnic groups











Ethnopharmacology (i.e., variations in
medication responses in diverse ethnic
populations)











Different Healing Traditions (i.e.,
Ayurvedic Medicine, Traditional
Chinese Medicine)











Historical and contemporary impact of
racism, bias, prejudice and
discrimination in health care
experienced by carious population
groups in the U.S.











Office for Civil Rights August 30, 2000
Policy Guidance on the Title VI
Prohibition Against National Origin
Discrimination as it Affects Person
with Limited English Proficiency











Office of Minority Health’s National
Standards for Culturally and
Linguistically Appropriate Services
(CLAS) in Health Care











Rate your KNOWLEDGE of Sociocultural issues in each of the following areas:
Not at All

A Little

Somewhat

Quite a Bit

Very

Health Promotion/Disease Prevention











Reproductive Health/Pregnancy











Child Health











Adolescent Health











Adult Health











Geriatrics











Women’s Health
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How SKILLED are you in dealing with sociocultural issues in the following areas of patient care?
Not at All

A Little

Somewhat

Quite a Bit

Very

Greeting patients in a culturally
sensitive manner











Eliciting the patient’s perspective
about health and illness (i.e., its
etiology, name, treatment, course,
prognosis)











Eliciting information about use of folk
remedies and/or other alternative
healing modalities











Eliciting information about use of folk
healers and/or alternative
practitioners











Performing a culturally sensitive
physical examination











Providing culturally sensitive patient
education and counseling











Providing culturally sensitive clinical
preventive services











Providing culturally sensitive end of
life care











Assessing health literacy











Working with medical interpreters











Dealing with cross‐cultural conflicts
relating to diagnosis or treatment











Dealing with cross‐cultural
adherence/compliance problems











Dealing with cross‐cultural ethical
conflicts











Apologizing for cross‐cultural
misunderstandings or errors











Prescribing/negotiating a culturally
sensitive treatment plan
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How COMFORTABLE do you feel in dealing with the following cross‐cultural encounters or situations?
Not at All

A Little

Somewhat

Quite a Bit

Very

Caring for patients from culturally
diverse backgrounds











Caring for patients with limited English
proficiency











Caring for patients who insist on using
or seeking folk healers or alternative
therapies











Identifying beliefs that are not
expressed by a patient or caregiver but
might interfere with the treatment
regimen











Being attentive to nonverbal cues or the
use of culturally specific gestures that
might have different meanings in
different cultures











Interpreting different cultural
expressions of pain, distress and
suffering











Advising a patient to change behaviors
or practices related to cultural beliefs
that impair one’s health











Speaking in an indirect rather than
direct way to a patient about their
illness if more culturally appropriate











Breaking “bad news” to a patient’s
family first rather than to the patient if
this is more culturally appropriate











Working with health care professionals
from culturally diverse backgrounds











Working with a colleague that makes
derogatory remarks about patients from
a particular ethnic group











Treating a patient who makes
derogatory comments about your racial
or ethnic background
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How IMPORTANT are each of the following factors in contributing to health disparities?
Not at All

A Little

Somewhat

Quite a Bit

Very

Genetics











Lifestyle











Environment











Poverty











Educational Status











Illiteracy











Ageism











Sexism











Racism











Socioeconomic Status











Physical/Mental Ability (or Disability)











Homophobia











How IMPORTANT do you believe sociocultural issues are in your interactions with:
Not at All

A Little

Somewhat

Quite a Bit

Very

Patients











Health Professional Colleagues











Residents or Medical Students











Staff











How AWARE are you of your own:
Not at All

A Little

Somewhat

Quite a Bit

Very

Racial, ethnic or cultural identity











Racial, ethnic or cultural stereotypes











Biases and prejudices











How IMPORTANT do you feel it is for health professionals to receive training in cultural diversity and/or
multicultural health care?






Not at All
A Little
Somewhat
Quite a Bit
Very
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Do you believe that your experience and exposure to multicultural and vulnerable populations has:
 Added to your education in cultural competency
 Your education in cultural competency has been limited due to lack of experiences/exposure
Have you volunteered or shadowed in an office or facility that provided services to multicultural or vulnerable
populations?
 Yes
 No
Have you ever participated in a medical missions trip?
 Yes
 No
Prior to your medical education, have you previously worked or volunteered in a health care facility that provides
services to multicultural or vulnerably populations?
 Yes
 No
Below are a number of statements concerning personal attitudes and traits. Read each statement and identify
whether the item as true or false for you.
True

False

It is sometimes hard for me to go on with my work if I am not encouraged.





I sometimes feel resentful when I do not get my way.





If I could get into a movie without paying and be sure I was not seen, I probably
would do it.





No matter who I am talking to, I am always a good listener.





There have been occasions when I took advantage of someone.





I am always willing to admit it when I make a mistake.





I always try to practice what I preach.





I sometimes try to get even rather than forgive and forget.





When I do not know something I do not mind admitting it.





I am always courteous, even to people who are disagreeable.





I have never been irked when people express ideas very different from my own.





There have been times when I was quite jealous of the good fortune of others.





I am sometimes irritated by people who ask favors of me.





I sometimes think when people have a misfortune they only got what they
deserved.





I have never deliberately said something that hurt someone’s feelings.
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Appendix E – List of Competencies Used in CE
Tier 1 Core Public Health Competencies
Domain #1: Analytic/Assessment
Describe the characteristics of a population‐based health problem (e.g., equity, social determinants,
environment)
Use methods and instruments for collecting valid and reliable quantitative and qualitative data
Identify sources of public health data and information
Recognize the integrity and comparability of data
Identify gaps in data sources
Adhere to ethical principles in the collection, maintenance, use, and dissemination of data and information
Describe the public health applications of quantitative and qualitative data
Collect quantitative and qualitative community data (e.g., risks and benefits to the community, health and
resource needs)
Use information technology to collect, store, and retrieve data
Describe how data are used to address scientific, political, ethical, and social public health issues
Domain #2: Policy Development and Program Planning
Gather information relevant to specific public health policy issues
Describe how policy options can influence public health programs
Explain the expected outcomes of policy options (e.g., health, fiscal, administrative, legal, ethical, social, political)
Gather information that will inform policy decisions (e.g., health, fiscal, administrative, legal, ethical, social,
political)
Domain #3: Communication
Communicate in writing and orally, in person, and through electronic means, with linguistic and cultural
proficiency
Solicit community‐based input from individuals and organizations
Participate in the development of demographic, statistical, programmatic and scientific presentations
Apply communication and group dynamic strategies (e.g., principled negotiation, conflict resolution, active
listening, risk communication) in interactions with individuals and groups
Domain #4: Cultural Competency
Incorporate strategies for interacting with persons from diverse backgrounds (e.g., cultural, socioeconomic,
educational, racial, gender, age, ethnic, sexual orientation, professional, religious affiliation, mental and physical
capabilities)
Recognize the role of cultural, social, and behavioral factors in the accessibility, availability, acceptability and
delivery of public health services
Respond to diverse needs that are the result of cultural differences
Describe the dynamic forces that contribute to cultural diversity
Describe the need for a diverse public health workforce
Domain #5: Community Dimensions of Practice
Recognize community linkages and relationships among multiple factors (or determinants) affecting health (e.g.,
The Socio‐Ecological Model)
Identify stakeholders
Collaborate with community partners to promote the health of the population
Maintain partnerships with key stakeholders
Describe the role of governmental and non‐governmental organizations in the delivery of community health
services
Inform the public about policies, programs, and resources
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Domain #6:Public Health Sciences
Identify prominent events in the history of the public health profession
Identify the basic public health sciences (including, but not limited to biostatistics, epidemiology, environmental
health sciences, health services administration, and social and behavioral health sciences)
Describe the scientific evidence related to a public health issue, concern, or, intervention
Retrieve scientific evidence from a variety of text and electronic sources
Discuss the limitations of research findings (e.g., limitations of data sources, importance of observations and
interrelationships)
Describe the laws, regulations, policies and procedures for the ethical conduct of research (e.g., patient
confidentiality, human subject processes)
Partner with other public health professionals in building the scientific base of public health
Domain #7: Financial Planning and Management
Describe the local, state, and federal public health and health care systems
Adhere to the organization’s policies and procedures
Participate in the development of a programmatic budget
Report program performance
Contribute to the preparation of proposals for funding from external sources
Apply basic human relations skills to internal collaborations, motivation of colleagues, and resolution of conflicts
Domain #8: Leadership and Systems Thinking
Incorporate ethical standards of practice as the basis of all interactions with organizations, communities, and
individuals
Participate with stakeholders in identifying key public health values and a shared public health vision as guiding
principles for community action
Use individual, team and organizational learning opportunities for personal and professional development
Describe the impact of changes in the public health system, and larger social, political, economic environment on
organizational practices

Public Health Management Competencies Met in CE
Public Health Management:
Have a knowledge of strategy and management principles related to public health and health care
settings
Be capable of applying communication and group dynamic strategies to individual and group
interaction
Know effective communication strategies used by health service organizations
Have a knowledge of leadership principles
Have a knowledge of strategies used for monitoring, evaluating, and continuously improving
program performance
Be capable of applying decision‐making processes
Have a knowledge of systems thinking principles
Have an awareness of strategies for working with stakeholders to determine common and key
values to achieve organizational and community goals
Know strategies for promoting teamwork for enhanced efficiency
Have an understanding of effective mentoring methods
Be able to assess and resolve internal and external organizational conflicts
Be able to determine how public health challenges can be addressed by applying strategic
principles and management‐based solutions
The ability to develop a departmental budget
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A knowledge of ethical principles relative to data collection, usage, and reporting results
Detailed knowledge of public health laws and regulations
The ability to write grants to secure external funding
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